This article describes the treatment of 2 severely neurotic patients by desensitization using free association in conjunction with muscle relaxation. This therapy used no preplanned fear hierarchies; rather, the patients selected their own material and the rate at which they dealt with that material In each session. Procedures for teaching more effective interpersonal behavior were used with both patients following completion of counterconditioning. In both cases, the rate of improvement during counterconditioning was at least as rapid as that reported for counterconditioning using hierarchies of scenes. The use of free association is seen as offering important advantages where a patient's anxiety is diffuse, that is, where the sources of anxiety are difficult to isolate and scale for intensity.
Critics of the counterconditioning model of therapy have asserted that it lacks flexibility in dealing with anxiety which is not clearly situation-specific, that is, in which the anxietyprovoking stimuli are not readily isolated and scaled for intensity (e.g., Breger & McGaugh, 196S) . Those friendly to counterconditioning have themselves recognized this problem. In a recent review, Lovibond (1966) stated that:
On the other hand, there is a wide range of disturbances, such as pervasive anxiety states, character disorders and neurotic depressions, in the treatment of which current techniques of behavior therapy are not readily applicable because the disturbance is not under specifiable stimulus control [p. 100].
Therapists using counterconditioning have dealt with the problem of diffuse anxiety in a number of ways. For example, Wolpe (1958, pp. 148-152) has used multiple hierarchies of scenes, or hierarchies comprised of heterogenous items. Cautela (1966) has recommended teaching the patient covert verbal responses which have been linked with relaxation to combat anxiety in situ.
It seemed to the present authors that the "free-association" technique pioneered by Freud (1953, pp. 251-252) had been developed to help delineate sources of a patient's anxiety. Further, learning theory would predict that a patient's associations would begin by being on stimulus generalization gradients with, but far down the gradients from, the anxiety foci (Bollard & Miller, 1950, pp. 51-53) . The generalization gradients would, of course, presumably be verbally mediated (Osgood, 1953, pp. 695-699) . Deconditioning of anxiety to distant associations should generalize to the central conflicts, thus allowing the patient to move closer to the areas of greatest conflict as therapy progressed. In other words, the patient would be expected to build and work on one or more anxiety hierarchies spontaneously in each treatment session. This led to the hypothesis that free association, used in conjunction with muscle relaxation, would be an efficient means simultaneously to define and to countercondition complexes of anxiety-mediating stimuli. In the treatment of the cases presented here, an attempt was made to assess this hypothesis by the use of free association in conjunction with muscle relaxation. The clinical usefulness of surface electromyographic (EMG) recordings in assessing and guiding progress in counterconditioning was also explored.
The two cases discussed below had lengthy histories of characterological, as well as symptomatic, problems. Both were considered poor treatment risks by their referring psychiatrists, and long-term hospitalization was foreseen for each. CASE I Mr. B, 40 yr. old, had divorced his first wife on grounds of adultery and married her younger sister. The family relationships were extremely conflict laden. The first wife still lived close by and was reported to be interfering constantly in the affairs of his present family. A teen-aged daughter's acting out posed a special problem. The family was being supported by public welfare. The tenor of the family relationships was one of bitter hostility. Further, the patient was dissatisfied with his work; although his work record was good while on the job, he would typically be overly passive toward his employer, allowing himself to be abused until he became so overwhelmingly resentful, depressed, and anxious that he could not continue on the job. Mr. B was admitted to the hospital complaining of dissociative episodes during which he would sometimes physically attack strangers on the street, fainting spells, constant irritability, muscle spasms, and stomach cramps. After entering the hospital he developed a duodenal ulcer with considerable attendant weight loss. Although he was seeing a hospital staff psychiatrist regularly for therapy interviews, and was taking tranquilizing drugs, his condition steadily worsened. The psychologist who tested him felt that "it would require a long period before a 'working' or therapeutic transference could be established with him." The authors first saw Mr. B about S mo. after his admission.
Method
A diagnostic interview was conducted focusing on the history of the patient's symptoms and interpersonal problems. It seemed that this patient's trouble was the inability to make appropriate and wellmodulated assertive responses because of intense anxiety, and a consequent chronic angry submission to others. A treatment sequence was planned of, first, counterconditioning of anxiety responses; second, advice and support in making appropriate assertive responses; and finally, if necessary, family therapy.
Counterconditioning
The patient lay comfortably on a couch. Surface EMG electrodes were attached to the trapezius group, which proved adequately reactive to interview content. If it had not, a more reactive muscle group would have been sought, since not all patients would be expected to have similar response patterns (Goldstein, Grinker, Heath, Oken, & Shipman, 1964) . The patient was taught muscle relaxation according to Jacobson's (1938) procedure as modified by Paul (1966) . A light to moderate hypnotic trance was induced subsequent to relaxation by the eye-fixation method. A suggestion was given to the patient that, as he thought of things related to his problems, his mind would become very clear, and he would see all that he talked about quite clearly. It was emphasized that no matter what he talked about, he would remain calm and relaxed. No other suggestions were given. The patient reported that the relaxed trance state was very pleasant, and that he experienced vivid visual imagery, "just like being there," in the situations he described. That this was true can be inferred from the readily apparent rapid eye movements that accompanied his descriptions. If a particular associational sequence led to considerable muscle tension on the EMG display for more than 5-10 sec., the therapist would ask the patient to stop and relax, then return to the sequence until it could be handled with no observable muscle tension. This was rarely necessary; usually the patient's self-pacing was quite satisfactory. The therapist made no interpretations. His remarks were limited to an occasional reflection of the patient's feelings, or a request that the patient continue or stop and relax. That is, the therapist concerned himself primarily with the pacing of the interview.
Following is an example of the fifth session.
Therapist: Can you remember the first time you ever had a fainting spell?
Patient: . . . I was in basic training ... we were firing a 20 millimeter gun. I was standing by the gun mount . . . it was a cold day, that's all I can remember . . . I must have passed out. I came to and I was lying by the gun mount on concrete. I was cold. My vision was bad . . . I was told to go to the first aid station . . . I sat in a chair to wait for the doctor and I passed out again in the chair . . . I drank some coffee and went to the hospital. . . . My temperature was below normal, I was real cold ... I was kept in the hospital for two days . . . I didn't like the hospital, I kept getting shots in the arm and the nurse wouldn't let me get out of bed. . . . They gave me a yellow liquid that made me gag, it tasted like it had alcohol in it ... the doctor told me I wasn't going to be able to go back. . . . Therapist: O.K. stop and relax.
Figure 1 presents a portion of the corresponding EMG record.
Mr. B went on to recall how dissatisfied he was with the treatment he had received and how angry he was at the doctor for "lying" to him, "He told me I'd get over this, but I still have fainting spells."
As treatment progressed the patient's association tended to become more relevant to his current problems. After 16 biweekly counterconditioning sessions the patient was asymptomatic. The fainting, dissociation, muscle spasms, and stomach distress were gone; he had begun to gain weight slowly; his mood was much improved. A follow-up barium X-ray series showed the ulcer to be inactive and healing well. Mr. B had spontaneously begun to make more assertive responses, especially in handling family affairs 
Practice in Appropriate Self-Assertion
This phase of the therapy lasted four sessions and consisted of interviews in which Mr. B discussed his problems in planning for his release from the hospital, getting a job, and straightening out his family affairs. The therapists helped him to rehearse probable conflict situations, and actively praised and encouraged him when he seemed to be doing well. After these four sessions, Mr. B was released from the hospital.
Family Therapy
Since family problems still seemed likely to be a stumbling block to his posthospital adjustment, the patient was seen with his wife and teen-aged daughter for 12 additional sessions. It became apparent that the family members were habitually vague in communicating their feelings and wishes to each other, but angry and hurt when the others failed to respond as they wished. The therapists demanded and encouraged direct, frank communication in the sessions, and helped work out practical solutions to such specific problems as the daughter's dating hours and poor study habits. In the meantime, Mr. B had obtained a job as foreman in a local industrial plant, and seemed quite pleased with the work.
A follow-up interview at 1 yr. indicated that Mr. B had completely sustained his therapeutic gains. He remained symptom-free. He had just been given a substantial raise in pay as a result of suggestions he had made which improved the efficiency of his department at work. The other family members seemed more competent interpersonally, and definitely happier, than when they were last seen.
CASE II
Mr. J, a 34-yr.-old man, had a history of violent temper outbursts for 10 yr. preceding his admission to the hospital. He had been hospitalized 6 yr. previously, following a violent argument with his father. At that time, he had responded quickly to drug therapy and left the hospital after several weeks. Prior to his most recent admission, he had become angry with his wife over his suspicion that she was having an affair with another man. An argument ensued, after which she left home with the children. In a fit of rage, he burned all her summer clothes in a trash can. He came into the hospital at her urging. Hospitalization, however, only seemed to intensify his anger; he complained that the doctor spent no time with him, and went so far as to get a lawyer to act as an intermediary between himself and his doctor. He did not respond to tranquilizers, and the psychiatric staff decided to transfer him to a chronic neuropsychiatric hospital. At this point, the patient was asked if he would like to become involved in a program aimed at resolving his current difficulties and restoring him to the community. He readily agreed, and his transfer was stayed pending the outcome of counterconditioning therapy.
Method
The authors felt, from the history given by the patient in the diagnostic interview, that his most central and immediate problem was one of controlling his aggressive impulses. There was an unusual factor in this man's case. Nine years prior to hospitalization he had received a severe concussion as a result of an auto accident. He was left partially paralyzed and aphasic but made a remarkably fast recovery, due mainly to his determination to recapture his lost capacities. By the time he was seen in this study he exhibited no signs of this closed head injury on either neurological or neuropsychological examination. Yet both he and his family (parents, sister, wife, and immediate in-laws) had come to attribute his inability to control his anger to his head injury. He was expected to react with uncontrolled anger to minimal instigation.
The decision was made to use counterconditioning in an attempt to moderate Mr. J's chronically angry response to interpersonal situations and then, upon his discharge from the hospital, follow his progress and encourage the learning of more adaptive ways of relating to others.
Counterconditioning
Mr. J was taught muscle relaxation as in Case I. After four sessions he was able to assume a very relaxed state without instruction. No polygraphic rec-ord was kept of his progress. Hypnosis was not used to facilitate free association since Mr. J was naturally quite fluent. He spontaneously reported being quite successful in applying the relaxation technique both to get to sleep at night, and to ease tension while reading during the day.
The patient relaxed on a comfortable couch and was encouraged to explore the events, both recent and remote, which made him feel angry. However, he was to do this without becoming angry; rather, he was to remain relaxed. He was instructed to stop talking whenever he felt "tense or angry" and to concentrate on relaxing. He seemed to do this very successfully. For the most part, the therapist remained silent, but on rare occasions asked for clarification of a statement made by the patient.
Several aspects of these sessions were noteworthy. Though he was very relaxed, the quality of the patient's voice was appropriate to the emotional experiences he described. This was contrary to the experience with Mr. B, whose voice was a monotone in describing even the most emotion-laden experiences. Also, with Mr. J there seemed to be no temporal pattern to the experiences discussed. Rather, a thematic pattern emerged in the interviews. For example, in one session, Mr. J described the extramarital experiences he had had with various women while on sales trips. He attributed this to loneliness, but remarked that if, during his first meeting with a woman, he had been unable to bring her to orgasm, he felt compelled to seek her out again upon returning to that city. He felt he had "shortchanged" a woman if she did not reach orgasm. Then he discussed the problem he had had since 8 yr. of age with frequent masturbation, and remarked that the first time he masturbated, "I thought I broke it." He was concerned for some time following this initial masturbation experience that he had injured himself. Both these experiences, though separated in time, reflect the patient's concern about being an adequate male. As with Mr. B, it appeared that Mr. J's self-pacing allowed him to explore his experiences freely without prematurely approaching areas that would be too anxiety provoking.
The patient had initially been seen twice weekly for 2 wk., and then, because his difficulties on the ward had intensified, he was seen daily for 2 wk. This sharply increased attention from his therapist may well have been a factor in his subsequent rapid progress. After the first week of daily hour-long sessions he was transferred to an open ward, and after the second week, because of a dramatic improvement in his ward behavior, the administrative psychiatrist regarded him as ready for discharge from the hospital. At this point, counterconditioning sessions were discontinued.
Follow-up
After his release the patient was seen as an outpatient twice weekly for 4 wk., then once weekly for the next 10 wk. During these sessions the patient sat in an easy chair and conversed with the therapist, with no particular stress on relaxation. He was encouraged to explore the ramifications of the material he had discussed during the counterconditioning sessions, especially the implications for his present behavior. Special emphasis was placed on discovering better ways of handling his interpersonal conflicts.
During this time the patient reported marked improvement in his ability to talk things over with his wife and others. He had no more irrational outbursts of temper and, in fact, had not even felt the impulse toward such outbursts. Mr. J had always been an outstandingly successful heavy equipment salesman, but he reported that his sales work was going even better.
At this point, the patient's appointments were decreased to once a month for 3 mo. Then therapy was terminated. At this writing, about 6 mo. after the termination of treatment, he has experienced few temper outbursts, and has continued on his own to work out more realistic ways of solving interpersonal conflicts.
DISCUSSION
No doubt a good deal of desensitization occurs in dynamically oriented and clientcentered therapies. The patient gingerly approaches a threatening topic and, when the therapist is encouraging and supportive, some anxiety attached to the topic is reciprocally inhibited by the security provided by the therapist. From the point of view of counterconditioning, these approaches are admirably flexible, but inefficient. The degree of relaxation achieved in interview therapy is probably negligible compared to that induced by muscle relaxation. Further, the pairing of anxiety stimuli with relaxation, while not wholly accidental, is bound to be haphazard. The technique explored in these cases retains the flexibility of a free-roving interview, apparently without sacrificing efficiency in counterconditioning. The number of sessions required for marked symptomatic improvement by counterconditioning (16 for Mr. B, and 14 for Mr. J) is not excessive, in comparison to that reported for counterconditioning using a preplanned hierarchy of scenes.
Further, counterconditioning with free association appears compatible with counterconditioning using a hierarchy of scenes. When desired, material gathered during relaxed free-association interviews could be hierarchically arranged for more systematic desensitization. In this way, counterconditioning time would not have been lost during hierarchy construction. This would be espe-daily helpful where the range or obscurity of presenting problems made hierarchy choice initially difficult, or where the patient was initially too anxious to participate adequately in delineating his problems.
The procedure also lends itself readily to the kind of follow-up used in these cases, in which therapist and patient discuss and rehearse the use of more appropriate behaviors. Meichenbaum (1966) has pointed out the desirability of using such "sequential strategies" in psychotherapy.
The authors of this study found the surface EMG to be useful, but by no means essential, in evaluating and guiding therapy progress. When psychophysiological information is desired, the principle of autonomic response specificity (Lacey & Lacey, 1958) would suggest that measures other than EMG might often be just as appropriate, if not more so, for many patients. For example, heart rate and GSR are more easily measured and might often serve as well.
The successful treatment of two cases is hardly compelling evidence for the effectiveness of this therapeutic approach. Still, the evidence does clearly suggest that further study is warranted to determine whether this approach does indeed provide an effective extension of the counterconditioning model of therapy.
